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April 9, 2008

Nancy Duncan

Visions Home Health
209 Shoup Avenue West
Twin Falls, Idaho 83301

Dear Ms. Duncan:

This is to advise you of the findings of the Medicare survey at Visions Home Health which was
concluded on April 4, 2008.

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, listing Medicare
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

L. Answer the deficiency statement, specifically indicating how the problem will be, or has
been, corrected. Do not address the specific examples. Your plan must describe how you
will ensure correction for all individuals potentially impacted by the deficient practice.

2. Identify the person or discipline responsible for monitoring the changes in the system to
ensure compliance is achieved and maintained. This is to include how the monitoring will be
done and at what frequency the person or discipline will do the monitoring.

3. Identify the date each deficiency has been, or will be, corrected.

4, Sign and date the form(s}) i the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
April 22, 2008, and keep a copy for your records.
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Thank you for the courtesies extended to us during our visit. If you have any questions, please call or
write this office at (208)334-6626.

Sincerely, ‘

e Ao e < (D
RAE JEAN MCPHILLIPS SYLVIA CRESWELL

Health Facility Surveyor Co-Supervisor

Non-Long Term Care Non-Long Term Care
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The following deficiencies were cited during the
Medicare recertification survey of your agency.
The surveyor conducting the review was:

)

g g Ry t 3‘
Rae Jean McPhilips, RN, HFS RECEIVED

Acronyms used in this report: APR 1§ &

PCC = Patient Care Coordinator
POC = Plan of Care

G 145 | 484.14{g) COORDINATION OF PATIENT G 145
SERVICES

A written summary report for each patient is sent

to the attending physician at least every 60 days. As each patientis due for recert, the 4117108

record will be pulled and a checklist
attached. Each staff person will initial
the checklist as thelr step in the
process is completed. The data entry
staff designated each section of the
alphabet, will be responsible for the
final checklist review to ensure that the
60-Day Summary accompanies the 485
Plan of Treatment (POT) to the
physician.

This STANDARD is not met as evidenced by:
Based on record review and staff interview it was
determined the agency failed to ensure 60 day
summaries were sent to patients’ physicians for 4
of 5 sampled patients requiring 60 day
summaries (#s 5, 7, 8, and 156). The findings
include:

Patient #5 was admitted for home health services )
on 8/29/07. The clinical record contained a At?a\:i?]?sgjrgrg i"g;eecrtegrgsgggﬁ;
rece;tificatiojn P/((:))f? f_?r theE Ceﬁiiﬁcaﬁo{é %e(;iod Attachment C—Care Summary for rg
2125108 to 4/24/08. The clinical record did not X

contain a 60 day summary. The PCC confirmed, Attachment D—Staff Meeting Agenda
on 4/2/08 at 10:30 AM, that a 60 day summary
was not developed and sent to the patient's
physician.

Patient #7 was admitted for home health services
on 4/27/07. The clinical record contained a

LABORATORY DIREGTOR'S OR PROVIDER/SUFPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Gt Nnteom R T o L‘?{l"r{ 0%

Any deficiency statement endlné}vlth an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determmed that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. Faor nursing homes, the above find%ngs and plans of correction are disclosable 14
days following the date these documents are made available to the facility. i deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Continued From page 1

racertification POC for the cerlification period
2/24/08 to 4/23/08. The clinical record did not
contain a 60 day summary. The PCC confirmed,
on 4/2/08 at 10:30 AM, that a 60 day summary
was not developed and sent to the patient's
physician.

Patient #8 was admitted for home health services
on 12/18/07. The clinical record contained a
recertification POC for the cerification period
2/16/08 to 4/15/08. The clinical record did not
contain a 60 day summatry. The PCC confirmed,
on 4/2/08 at 10:30 AM, that a 60 day summary
was not developed and sent fo the patient's
physician.

Patient #15 was admitted for home health
services on 11/19/07. The clinical record
contained a receriification POC for the
certification period 1/18/08 to 3/17/08. The
clinical record did not contain a 60 day summary.
The PCC confirmed, on 4/2/08 at 10:30 AM, that
a 60 day summary was not developed and sent to
the patient's physician.

G 145

An audit was completed by Patient
Care Coordinator from January 1 when
we implemented new software and all
60-Day Summaries were written and
sent to physicians.

4/10/08
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N186 03. Clinical and Progress

Notes, and Summaries of Care. Clinical
and progress notes must be written or
dictated on the day service is

rendered and incorporated into the
clinical record within seven (7) days.
Summaries of care reports musi be
submitted to the aitending physician

at least every sixty (60) days.

This Rule is not met as evidenced by:
Refer to Federal deficiency G145, as it relates to
summary reports being sent to the physiclan.
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